*Editor*

Given the high‐speed outbreak dynamic of COVID‐19, general elective surgery for COVID‐19 or suspected COVID‐19 patients should be deferred for both the patients and the involved medical personnel[^1^](#bjs11896-bib-0001){ref-type="ref"}, [^2^](#bjs11896-bib-0002){ref-type="ref"}. There is still medical urgency, which requires urgent surgical interventions in a rather wide range of clinical specialists[^3^](#bjs11896-bib-0003){ref-type="ref"}.

From February 1, 2019, to May 23, 2020, there were 3 cases of patients with suspected or confirmed COVID‐19 infection managed with urgent surgical intervention in two hospitals in Chongqing, near the central outbreak site in Wuhan.

The upper respiratory tract specimens at admission were immediately tested for COVID‐19 following WHO guidelines for real‐time polymerase chain (RT‐PCR). One patients with acute intussusception was directly managed with surgery. One patient with acute purulent appendicitis deteriorated quickly after conservative treatment failure, and emergency surgical management was scheduled. Finally, those two patients obtained negative results of PCR tests afterwards. A 26‐year woman who was 36 gestational weeks pregnant with confirmed COVID‐19 pneumonia underwent caesarean section. The new‐born baby presented well, with a 1‐min Apgar score of 9 and a 5‐min Apgar score of 10.

To minimize unprotected exposure to infected patients and COVID‐19 spread burnout, outpatients before admission is required to test with COVID‐19 by RT‐PCR, and only outpatients with urgent concerns are permitted for admission. If COVID‐19 infection cannot be completely ruled out, the highest level of protection should be adopted. For the patients with medical urgency, the critical evaluation and management for this kind of patients were conducted by a multidisciplinary team comprising professionals from respective consulting departments, including general surgery, fever clinics, respiratory medicine, infection control, and operating and anaesthesia centre. All staff involved in had been trained with tertiary protection regulations and full personal protective equipment (PPE) usage, including double hats, disposable full face masks, N95/FFP2 respirators, double‐layer gloves, goggles, visors, caps, shoes, and medical protective clothing. The operating rooms for the current patients were isolated and designated 'contaminated' surgery‐only use with negative pressure, high‐frequency air exchange (25 cycles/h), and its own medical gas, suction, and ventilator. To reduce aerosol production, a dedicated ventilator was used to switch off the gas flow and close the endotracheal tube. A high‐efficiency particulate air (HEPA) filter was used to protect the gas sampling tube. Because the relative risk of aerosol contamination with laparoscopy procedures remains unclear, patients with suspected or confirmed COVID‐19 were advised to undergo open surgical procedures[^4^](#bjs11896-bib-0004){ref-type="ref"}, [^5^](#bjs11896-bib-0005){ref-type="ref"}. Suction devices were intensively used to remove body fluid and smoke to prevent airborne and aerosol viral transmission. The number of surgical, nursing, and anaesthetist team members working in the ORs should be limited to the minimum required to perform the surgery.

All medical staff involved in the patients management were well, and no in‐hospital transmission occurred. The current protocol carried out in our practice might be plausible and technically feasible for hospitals when minimizing the exposure of the virus during surgical activity.
